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Introduction
Melioidosis is a serious infectious disease caused by a Gram-
negative bacterium, Burkholderia pseudomallei (formerly Pseu-
domonas pseudomallei). The bacterium is commonly found in
soil and water and is endemic in the countries of Southeast
Asia and Northern Australia, especially in rural areas. Infec-
tion is primarily via direct contact and inoculation from con-
taminated soil or water. Clinical manifestations vary consider-
ably from acute disease to chronic localized infection. It has
been described as “the great imitator” as virtually any organ
can be affected. Herein, we share our experience in the manage-
ment of melioidosis at the Vascular Surgical Unit.
Case reports
Case 1
A 66-year-old man was admitted with a history of right lower
limb swelling and a pulsatile mass over the right inguinal
region. He was also febrile. He had undergone right her-
niorrhaphy at a peripheral hospital 4 weeks earlier. Colour
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duplex ultrasound examination revealed a pseudoaneurysm
arising from the right external iliac/common femoral artery
with compression of the right common femoral vein. Angiog-
raphy confirmed the findings (Figure 1). Due to high spiking
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Bacterial arteritis is relatively uncommon and management of this condition, which carries high morbidity and
mortality, is difficult and time-consuming. Common organisms implicated include Salmonella and Staphylococcus.
Arteritis as a result of infection by Burkholderia pseudomallei (formerly Pseudomonas pseudomallei) has been rarely
reported in the English literature. This organism, which is endemic in our part of the world, is well known to cause
a wide spectrum of septic conditions. A review of cases managed at Hospital Kuala Lumpur revealed that bacterial
arteritis due to melioidosis is not such a rare entity. We share our experience in the management of this condition
using three cases as examples. [Asian J Surg 2005;28(4):309–11]
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Figure 1. Angiogram of Case 1 confirming that the pseudoaneurysm
is arising from the right common femoral artery. The arteries
proximal and distal to the pseudoaneurysm appear normal.
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telephone about 1 year later found her to be well and receiving
treatment for SLE.
Case 3
A 59-year-old man was admitted to a peripheral hospital with
low-grade fever and severe abdominal pain radiating to the
back for the previous 1 week. A pulsatile mass was noted in
the periumbilical region and urgent CT revealed a pseudoaneu-
rysm of the lower abdominal aorta (Figure 3). The patient was
started on intravenous ceftazidime. Aneurysmectomy and in-
lay graft were performed by laparotomy. There was no indica-
tion of gross infection, but a piece of aneurysm wall sent for
culture grew B. pseudomallei. Intravenous ceftazidime was con-
tinued for 2 weeks and oral doxycycline and co-trimoxazole
were also started and continued for a further 2 months. The
patient was apyrexial by the third postoperative day. On
follow-up (almost 2 years), he was well with no signs of in-
fection.
It should be noted that Cases 1 and 3 were working and
living in a rural setting (farmers) and Case 2 was immuno-
suppressed at the time of diagnosis.
Discussion
In 2002, Schindler et al reported a case of melioidosis present-
ing as an infected pseudoaneurysm of the subclavian artery1
and noted that this uncommon cause of bacterial arteritis was
only previously reported in three other cases in the literature,
one of which was from our hospital.2
fever, a blood culture was taken, which grew Gram-negative
rods later identified as B. pseudomallei. High-dose intravenous
ceftazidime was started and a few days later, the pseudoan-
eurysm was ligated with an extra-anatomical bypass from the
right common iliac to the popliteal artery using a polytetra-
fluoroethylene graft via a lateral thigh route. Postoperatively,
the patient made good progress though he continued to have
low-grade fever. In the early hours of the morning 2 weeks after
surgery, he was found to be hypotensive with a large hae-
matoma and fresh bleeding from the abdominal wound, most
probably due to an anastomotic dehiscence from ongoing
infective arteritis. He died despite resuscitation.
Case 2
A 42-year-old woman known to have systemic lupus erythema-
tosus (SLE) and chronic renal failure was diagnosed as having
melioidosis from a positive blood culture after presenting to a
peripheral hospital with prolonged fever. She was started on
intravenous ceftazidime and later discharged on long-term
oral amoxicillin–clavulanate. Three months later, while still
on oral antibiotics, she presented with sudden onset of ab-
dominal pain, backache and lower-limb paraesthesia. On
examination, a pulsatile mass was noted in the upper abdomen.
Computed tomography confirmed a pseudoaneurysm of the
infrarenal aorta (Figure 2). We started her on intravenous
ceftazidime and later proceeded to aneurysmectomy and inlay
graft. She was later sent back to the referring hospital for
further management and the intravenous ceftazidime was
continued for 6 weeks, followed by oral antibiotics. Enquiry by
Figure 3. Computed tomography of the lower abdomen showing an
anterior rupture of a calcified lower aorta with a pseudoaneurysm
formed mainly on the left anterolaterally. There is no evidence of free
blood in the peritoneal cavity.
Figure 2. Computed tomography of the abdomen showing an
infrarenal pseudoaneurysm arising from the left anterolateral wall
of the aorta. The haematoma is still contained within the periaortic
and retroperitoneal tissues. There is no evidence of free blood in the
peritoneal cavity.
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A review of 50 cases of melioidosis in Malaysia found that
the most common septic presentation was pulmonary, with
skin and soft-tissue infection next.3 The authors found that
almost 76% of their patients had an underlying disease, most
commonly diabetes mellitus. They also reported a high mor-
tality of 65%.
Bacterial infection of the aorta and large arteries can occur
in normal vessels or atherosclerotic aneurysms. In a review of
bacterial aortitis, Oz et al found that Salmonella spp. (non-
typhi) were the most common organisms cultured, followed
by Staphylococcus and Streptococcus.4 Pseudomonas was
uncommon. We have also found that Salmonella is a common
organism in our patients with bacterial arteritis. However, in
the past 3 years, there has been an increase in the number of
bacterial arterial infections due to melioidosis, and this has
influenced our initial management of such patients. Staphylo-
coccus was the most common infectious agent in our patients
who are intravenous drug abusers.5
Diagnosis of bacterial arteritis requires a high index of
suspicion. Clinically, patients usually present with pain, fever,
abdominal and back pain (in aortitis) and leucocytosis. Posi-
tive blood culture together with a radiological abnormality of
the artery involved (usually CT) strongly suggest bacterial
arteritis. Positive arterial wall cultures are, of course, confirma-
tory but not always obtainable.4
Early diagnosis is important before further sepsis and
rupture occur. The early commencement of high-dose appro-
priate intravenous antibiotics is crucial. The first choice in our
unit has become high-dose ceftazidime in view of our relatively
high incidence of melioidosis. Since melioidosis in vascular
infections is rare, our antibiotic therapy is extrapolated from
the management of patients with disseminated septicaemic
melioidosis. High-dose intravenous ceftazidime has emerged
as the drug of choice. Other antibiotics include carbepenems
(imipenam, meropenem), chloramphenicol, tetracyclines, co-
trimoxazole, `-lactam/`-lactamase inhibitor combinations
(e.g. amoxicillin–clavulanate).6 Experience from treating sep-
ticaemic melioidosis has shown that relapse is common after
initial intravenous treatment and prolonged oral therapy is
advocated. The combination and duration of therapy is still
controversial. Our antibiotic strategy has been to start high-
dose intravenous ceftazidime for 2–6 weeks followed by pro-
longed oral antibiotic combination therapy for up to 2–3
months. The type of antibiotic will depend on sensitivity
results and duration of the condition of the patient and
underlying risk factors.
The operative management of the infected artery is exten-
sive debridement of necrotic and infected tissue with restora-
tion of distal circulation with either in situ graft or extra-
anatomical bypass. The decision for either procedure has been
discussed extensively by Oz et al.4
Conclusion
Early diagnosis and aggressive management of patients with
bacterial arteritis is required to ensure better outcome. In our
country, B. pseudomallei must always be considered as a possi-
ble causative agent and high-dose intravenous ceftazidime
started as soon as possible while awaiting further bacteriologi-
cal confirmation.
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